Reconstruction of the aur icle poses a unique challenge for facial plastic surgeons given the auricle's complex surface anatomy. The restoration of surface landmarks, external contours, and the original physical dimensions of the ear ensure an ideal aesthetic outcome and patient satisfaction. The vast majority of acquired auricular defects stem from either trauma or Mohs extirpation of cutaneous malignancies .
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A multitude of options exists for reconstruction, including primary closure, secondary healing, a vascularized cutaneous flap, a split-thickness skin graft, a full-thickness skin graft, and placement of a partial or total auricular prosthes is. Choo sing the appropriate reconstructive method depends on the site and size of the defect, patient preference, and the need for ongoing tumor surveillance.
Helical defects pose a particular reconstructive dilemma because even small alterations in the helical contour can become very visible after healing. Most reconstructive options involve local cutaneous flaps and two-stage reconstruction, but the Antia-Buch method of reconstruction represents a one-stage reconstruction method for helical rim defects. This technique, first described in 1967, involves the placement of a chondrocutaneous advancem ent flap to restore continu ity to the helical rim.
We performed a helical rim reconstruction using this technique on a 64-year-old man who presented with a post-Mohs defect at the superior aspect of the helix; the defect extended approximately 3 ern along the ridge of the helix (figure 1).
An incision was made at the junction of the helical curl and the scaphoid fossa, and it extended from the helical root to the edge of the defect (anterior flap), as well as from the opposing end of the defect past the cauda helicis and into the earlobe (posterior flap). The incisions were made through lateral skin, perichondrium, and cartilage, but they did not penetrate the medial layer of the perichondrium of the helix. A postauricul ar, subperichondrial flap was then raised down to the postauricular sulcus. After flap elevation, the anterior and posterior edges of the helical rim, which were pedicled on the medial perichondrial flap, were advanced and reapproximated; redundant soft tissue on the medial side of the auricle was excised and closed. At the inferior end of the posterior flap, a Burow triangle was excised to avoid a standing cone defect. The immediate postoperative and 6-week results of the reconstruction were satisfactory (figure 2).
In longer helical defects, portions of the scaphoid fossa may need to be shaved to avoid cupping of the ear, as the new helical rim length will be shorter than the pre-excision length. Additionally, the inferior border of the lobule becomes elevated relative to the contralateral ear. A simple wedge resection of the contralateral ear, however, can rectify this asymmetry.
Variations of this procedure can help reduce tension on the helical reapproximation. During flap elevation, a V-Y advancement flap may be placed at the base of the helical crus to add more length to the medial flap.
The Antia-Buch flap represents a helical reconstruction technique that provides an excellent cosmetic result in a one-stage reconstruction that preserves the natural smooth, curled contour of the helical rim.
